"The traditional descriptions of the therapeutic process do not adequately reflect the immensely complex interaction between therapist and patient" ( 1) . Franz Alexander was one among many who have recently taken a long hard look at the process and effectiveness of psychotherapy. Much of this has been stimulated by the behaviour therapists who claim their therapy is entirely different from the traditional dynamic psychotherapy. Wolpe says "the dynamic therapists, when confronted with the success of the behaviour therapists, discount them on the grounds that they are really due to mechanisms of their theory; transference, insight, suggestion or de-repression" (28) . This paper will take a look at whether these mechanisms of insight oriented psychotherapy do play a part in behaviour therapy and whether conditioning is an aspect of dynamic psychotherapy.
Insight
According to Stevenson (23) the importance of insight or de-repression was one of the two clear distinguishing features between behaviour therapy and psychoanalysis. W olpe replies that insight is neither necessary nor useful. The only insight he gives patients is to tell them that they are suffering from a conditioned fear reaction. He states there is no emergence of forgotten material. He denies the existence of repression, although he seems to be talking about the same thing when he refers to "conditioned inhibition of awareness" (28) . Although he disclaims attempting to make the unconscious conscious, he does conduct an "analysis for obscure stimulus antecedents", and by this process, both°P resented at Canadian Psychiatric Association Meeting, Quebec City, June, 1967.
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Canad. Psychiat. Ass. J. Vol. 13 (1968) 555 patient and therapist would be able to make connections between present symptoms and past events. Other behaviour therapists (11) have claimed that patients can be cured of phobias, though they cannot remember the initial event. Cautela (3) believes that insight occurs spontaneously with improvement and concludes that insight is the result and not the cause of change in behaviour. Behaviour therapists ( 12) back up their claims that insight is not necessary by showing that there is no symptoms substitution after therapy by reciprocal inhibition. While many hours have been spent in trying to provide insight into the symptoms that have necessitated hospitalizing people, Ayllon (2) purposely conditioned the bizarre symptom of compulsive broom-carrying to illustrate his opinion that many symptoms are inadvertently conditioned and maintained by relatives or staff. He has good evidence to show that the etiology of some symptoms seen in mental hospital patients does not necessarily stem from intrapsychic conflicts. Some behaviour therapists (5) do however recognize symptoms as manifeststions of underlying dynamics. Others (10) have acknowledged that without sufficient understanding of the patient they have misjudged the relevant anxietyproducing stimuli. Lazarus (13) states few behaviour therapists would disagree with the theory that treatment, which leaves the neurotic roots untouched, is likely to be short-lived and unreliable. He differs, of course, with the psychoanalytic theory of these neurotic roots, saying they consist of conditioned avoidance drives plus instrumental responses which decrease these drives. Meyer and Crisp (16) mention a case of claustrophobia they found hard to treat by usual behaviour therapy methods because of underlying dynamics; i.e. a resentment of authority. It has been the author's experience that underlying dynamics do make conditioning difficult. For example, in attempting to condition speech in an autistic child, using the mother as the primary teacher, it was found that the child did not increase her vocalizations because the mother did not respond to her and thus could not reinforce this desired behaviour. It appeared that the mother did not hear because she expected that when the child did begin to talk she would accuse her mother of gross mismanagement, a projection of the mother's own anger and guilt.
Man is an animal with an elaborate system of symbols. It is often these symbols (which could be called psychodynamics) to which he is reacting with anxiety. To decondition a fear to a specific object completely ignores man's reaction to his symbolic conception of that object. It seems that behaviour therapists are becoming aware of the necessity of a detailed knowledge of the patient. Whether these are called obscure stimulus antecedents or infantile origins of neurosis, the therapists must be aware of them, even if the patient is not. At the same time there is growing evidence that it is false to assume that once the patient has insight his behaviour will change. Transference . The.~ersonality of the therapist and hIS trammg may also be very important n behaviour therapy. Esynck (7) re-Jects the psychoanalytic theory of transference but not the phenomena. He says the phenomena is not due to a repetition of inter-personal attitudes continued from those of the child to his parents, but is due to the fact that the therapist is the unconditioned stimulus which is paired with the conditioned stimulus of getting better to produce a classical stimulus response. He illustrated this with the example of a little girl who had been successfully treated for enuresis with a wet alarm. When she was improving, she stated, "the little ting-a-ling is my best friend". Wolpe (28) attempted to demonstrate that transference was not important by showing that the improvement was a function of the number of behaviour therapy sessions alone, and that continued improvement took place when his treatment of an outpatient was taken over by a medical student. Not all behaviour therapists agree with W olpe. Crisp (6) , who developed a good measure of transference, could show there was an increase in transference preceding a decrease in symptoms. Other behaviour therapists ( 17) felt the relationship between a patient and his therapist was the single, most relevant factor in the outcome of behaviour therapy. They also felt the therapist's feelings toward his patient influenced the outcome of treatment.
"There seems to be universal consensus about the significance of the therapist's individual personality for the results of the treatment." Sheehan (22) confirms this statement by Alexander with a study in which he tested both the therapists and the student patients with Rorschach tests before and after therapy. Seventeen of the twenty-one shifted significantly toward the therapist's personality. Those rated successful by their own therapist showed more shifts toward the therapist's characteristics. The direction and extent of the shift depended upon the therapists' personality and not on their theoretical predilection. The patients took up the therapists' adjustment vices as readily as their virtues. Thus it appears as if the therapeutic process recapitulates the process of emotional maturation, the child learns from his parents, incorporates their attitudes and eventually no longer needs them for guidance (20) . The patients in getting better become more like their therapists, as children become more like their parents. The more time spent with him, the more the patient's thinking and behaviour resembles that of his therapist.
Although some behaviour therapists (9) consider the experience and enthusiasm of the therapist as important factors, most would agree with Hain (10) that good results in behaviour therapy can be obtained with adequately trained therapists and it does not depend on his enthusiasm for the method. Behaviour therapists feel the therapist is important only because his presence inhibits the anxiety that is produced by discussion of symptom material. They tend to neglect the negative aspects of the patient's reaction to the therapist. It may be that the therapist, because his appearance is similar to that of a previously experienced anxiety-producing stimulus, i.e. the patient's parents, will also produce heightened anxiety or anger through generalization of response. Although certain aspects of transference could be explained in terms of conditioned responses, behaviour therapists have neglected to look into the complexity of the patient's reaction to his therapist. It should also be recognized that the therapist's own personality determines what he selects as appropriate behaviour to reinforce what is used as positive or negative reinforcement. The patient's concept of reward and punishment may be quite different.
Suggestion
There is a wide variety of opmlOn among behaviour therapists regarding the importance of suggestion. W olpe (28) admits that every treatment has an implied suggestion 'that "this treatment will make you better", but he does not directly suggest under what conditions the patient would get better. He does use hypnosis, however, and patients with an inhibition of self-expression he treats with "sustained encouragement of self-expression". Gelber (8) is much more direct, telling his patients exactly what kind of behaviour he desires and being quite clear how they will be rewarded. Paul (19) found no correlation between suggestion and therapeutic outcome in behaviour therapy.
It would be hard to deny that with each therapeutic session and with each injunction to relax or imagine, there is the implied suggestion; "I'm going to make you better", though such a phenomena would be hard to isolate and measure. In a review of some studies, Cautela (4) concluded hypnotic induction and patient suggestability is not a significant variable in the desensitization process. He found there was no difference in those patients treated by desensitization with hypnosis or without. With reciprocal inhibition (18) it seems better to have the patient fully conscious but with a relaxed nervous and skeletal system, obtained through suggestion, rather than being hypnotized.
Abreaction
There has been little written about the importance of abreaction in behaviour therapy. However, these therapists seem to agree with Hain (10) who states there was no benefit from abreactingtraumatic experience. The patients did relate important past events but there was no change following this. Mowrer (15) states that the neurotic needs to be expressive about his guilt, because confessing enables the remaking of old and the making of new friends. W olpe's reply (27) to this was that there was no evidence that disclosure therapy works. Though most psychiatrists think of abreacting as the dramatic re-experiencing of traumatic events, it may be that the beneficial effects come from a slow inhibition of anxiety associated with these events when the patient is able to recount them in the presence of an anxietyreducing therapist; i.e., slow abreacting.
Conclnsion
Among the conclusions which could be drawn from this short review, probably the truest is in line with Alexander's masterful under-statement "the Vol. 13, No.6 authors' accounts about their theoretical views do not precisely reflect what they are doing while treating patients" (1) . One could also agree with Hain (10) who after analyzing his treatment results stated "it is impossible to isolate this technique (behaviour therapy) from whatever benefits the patient may derive from other inevitable or deliberate concurrent activities". Other authors (17) reviewing behaviour therapy state that if W olpe is going to treat all neuroses, he cannot ignore the underlying dynamics nor the patient-therapist inter-personal relationship. They state further that motivation receives insufficient emphasis by behaviour therapists.
Psychodynamics do play a part in behaviour therapy. At the same time, dynamic therapists (1) are becoming aware that there are conditioning aspects in psychotherapy. In short, there does not seem to be as great a difference between these two techniques as would appear on the surface.
It seems that a significant factor in the patient-therapist relationship is a reciprocal instrumental conditioning (24) . There are a wide variety of powerful verbal and non-verbal social reinforcements by which the patient is gradually being shaped into becoming more like his therapist. The therapist uses himself as a standard of normality and unconsciously reinforces responses on the part of the patient which are similar to his own. If this is so then the psychiatrist functions as an agent of society to make peculiar people more acceptable. Since the psychiatrist is educated and has all the mysterious aura of confidence that goes with an M.D., he is certified by society as being a good model for shaping people. The quiet office and soft couch produce the type of social and sensory deprivation that Lipinski (14) has shown greatly enhances the conditioning effectiveness of the subtle social reinforcements uttered by the therapist's 'urn-hum' (25) . With this in mind one might also say that the patient can only become as healthy as his therapist. To minimize the indefiniteness of both process and result in psychotherapy, both patient and therapist should agree on a goal set by some outside standard and use an objective measure to indicate when that goal is reached; e.g. a normal G.S.R. to indicate when the patient no longer reacts with anxiety in certain situations. At the same time, it behooves the therapist to obtain personal insight or self-awarness to know what he values and thus is unconsciously rewarding.
It seems safe to conclude that people can be changed through conditioning without them knowing what is happening or in what direction they are being changed (21, 26) . To avoid the danger in behaviour therapy of shaping people into some pre-set mold of the therapist but not desired by the patient, it is imperative that the therapist and patient agree as to their goal before setting out in therapy. The therapist can then say "this is what we want to achieve together, this is how it will be done, this is how I will change you, it is your choice to take it or leave it." This gets away from the aura of mystery that has so long plagued psychiatry and back to a medical model.
On the surface it appears that dynamic psychotherapy allows the patient more freedom of self determination. The supposition is that with insight therapy the therapist is saying "this is what you are like and this is why you are like this; you can change in the direction you want". However, since both behaviour and insight therapies are conditioning, it may be that the dynamic psychotherapist, without the patient's consent or awareness, is more subtly manipulating the patient into becoming more like himself. It has never been in the tradition of medicine to treat patients without their knowledge and agreement to the method and the goal of the treatment. The patient must know what is about to happen. It is also important that the patient has insight to protect his freedom of selfdetermination.
